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i {5 000} General Comments {S 000}

ALife Safety Code revisit survey was gonducted

1 by Healthcare Licensing and Surveys on -
07/14/2024 for all previous deficiencles identifled
on 05/21/2024. All deficiencies have been

! corrected. end no new noncompliance was found.
| The facilty is now in compliance.
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